A 78-year-old asymptomatic male with a history of coronary artery disease was admitted for preoperative cardiovascular evaluation before noncardiac surgery. Auscultation revealed a Grade 3 holosystolic murmur at the left parasternal area. Transthoracic echocardiography documented ventricular double rupture (VDR), consisting of ventricular septal rupture, and rupture of the apical part of the left ventricular free wall with pseudoaneurysm formation. Hospital records revealed that VDR had been noticed 7 years ago during hospitalization due to anterior myocardial infarction. However, recommended surgical repair could not be performed because of the patient's refusal.
Introduction
Cardiac rupture is a rare but often fatal complication of acute myocardial infarction (AMI). Three types of cardiac rupture are defined: ventricular free wall ruptures (FWRs), ventricular septal ruptures (VSRs), and papillary muscle ruptures (PMRs). Ventricular double rupture (VDR) is defined as the coexistence of two of the above mentioned forms of cardiac rupture. VDR is a rare complication of AMI occurring in 0.3% of patients. The most frequent form of VDR is the combination of FWR and VSR. 1 We present a case of unrepaired VDR, which was diagnosed 7 years previously.
Case
A 78-year-old asymptomatic male with a history of coronary artery disease was admitted for preoperative cardiovascular evaluation before non-cardiac surgery. On physical examination, the blood pressure was 115/ 70 mmHg and the heart rate was regular at 80 beats/ min. The only remarkable finding on chest examination was a grade 3/6 parasternal holosystolic murmur. The electrocardiogram was compatible with chronic anteroapical myocardial infarction. Mildly reduced left ventricular systolic function along with VDR, consisting of VSR, and rupture of the apical part of the left ventricular free wall with pseudoaneurysm formation were documented by transthoracic echocardiography (Figures 1 and 2 , Supplementary data online, Videos S1 and S2). Doppler echocardiography revealed the left-to-right shunt flow through the ventricular septum and colour flow across pseudoaneurysm ( Figure 3 , Supplementary data online, Video S3). Hospital records showed that VDR and three vessel coronary artery disease had been noticed 7 years ago during hospitalization due to anterior myocardial infarction. However, recommended repair and bypass surgery could not be performed since then because of the patient's refusal.
Discussion
According to pathological findings, VDR is classified into true and junctional VDR. In the true type, tears are clearly observed both in the ventricular septum and free wall. In the junctional VDR, rupture is localized in the septal-free wall junctional area. 2 Our case is a junctional VDR. The risk factors of VDR have been suggested to be advanced age, male gender, first attack, anterior infarction, and hypertension. 1 Most patients present with electromechanical dissociation and sudden death or, less frequently, with cardiac tamponade. Some patients may have a subacute course as a result of a contained rupture with pseudoaneurysm formation. Occasionally, patients may be completely asymptomatic. 3 Spontaneous rupture of a pseudoaneurysm occurs in approximately one-third of patients with FWR, and as a result, surgical resection is recommended regardless of the symptoms or the size of the pseudoaneurysm. 4 Poor prognosis was reported in conservatively treated patients with a survival rate of only 10%. 5 To the best of our knowledge, survival up to 7 years in a patient with unrepaired VDR has not been previously reported.
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